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Letter to the Editor

www.library.nhs.uk/skin), [15] telederm.org (Open

Access Teleconsultation in Dermatology - http://

www.telederm.org/ and http://teledermatology-

society.org/),[16] Virtual Grand Rounds in Dermatology

(http://www.vgrd.org/ - see their supplementary blog:

http://vgrd.blogspot.com/) and Dr. Bell Eapen’s Virtual

Dermatologist (http://www.gulfdoctor.net/vd.htm), to

name a few.

However, careful thinking is needed to find the best

ways to use these emerging tools to boost our

productivity, foster better ‘communities of practice’

and support our continuing professional

development. Healthcare professionals and students

with dermatology interests must be adequately

involved in this process. Inspired by the successful

Yahoo! 360 model,[17] the resultant ‘use scenarios’

should also be designed to provide the ‘binding glue’

for the different technologies on offer (wikis, blogs/

photoblogs and podcasts/vodcasts) and existing

online dermatology services, integrating them

synergistically into one coherent, wholesome, and

unique user experience.
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Pseudo-tattoo dermatitisPseudo-tattoo dermatitisPseudo-tattoo dermatitisPseudo-tattoo dermatitisPseudo-tattoo dermatitis

Sir, 

Skin painting (pseudo-tattooing) with henna, which 

is traditionally performed in Muslim and Hindu 

communities, is gaining widespread popularity 

nowadays, especially among the younger generation. 

We report one such case of contact dermatitis 

following use of black henna mixture. The reaction 

was associated with prior sensitization to p

phenylenediamine (PPD). 

A 19-year-old medical student presented with an itchy 

erythematous vesicular eruption on the right upper 

arm of 3 days duration. He had had a temporary henna 

tattoo at this site 2 weeks back while on holiday in 

Goa. The tattoo had subsequently faded off to leave 

behind an erythematous eruption the shape of which 

corresponded exactly to the tattoo design [Figure 1]. 
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There was no past exposure to henna, although the 

patient had used hair dyes occasionally. Patch testing 

revealed a negative reaction to commercial henna 

powder and 1+ and 2+ reaction to PPD [Figure 2] at 

72 and 96 h respectively. White petrolatum was used 

as control. 

Henna and vegetable extracts that are used to color 

the hair naturally are usually not responsible for 

allergic contact dermatitis;[1] however, fatal reactions 

Figure 1:A serpent tattooed on the upper arm with 
surrounding erythema 

such as angioneurotic edema of face, lips, pharynx, 

larynx and bronchi progressing to acute renal tubular 

necrosis [2] have been reported. Cronin reported 

immediate type of hypersensitivity reaction to 

henna.[3] 

PPD is sometimes used to speed up the process of 

hair dyeing and to give henna a dark brown to black 

color. It can induce allergy per se or be a marker of 

allergy to other diaminobenezenes present in the black 

henna mixture. Diaminobenzenes often show cross 

reactivity with PPD and concomitant sensitization is 

possible. 

Skin painting has been recently reported as a cause 

of skin allergy in females who use such preparations 

and a possible consequence would be the future 

occurrence of allergic contact dermatitis after new 

contact with PPD or its derivatives.[4] The risk of active 

sensitization increases further due to lack of oxidizing 

agent hydrogen peroxide in the mixture leading to a 

prolonged contact with PPD. 

Our patient must have developed an allergic reaction 

at the tattoo site due to prior sensitization by PPD 

that was present in the hair dyes used by him 

occasionally. This was further confirmed by a positive 

patch test result; however, we did not perform patch 

testing with diaminobenzene and diaminotoluene. 

Patients and practitioners need to be aware of 

sensitization to PPD and its derivatives due to 

misappropriated use of hair dye preparations such as 

skin paint by transient artists, the long-term 

consequences of which include dyschromic scars and 

contact dermatitis after hair coloring with dyes based 

on PPD. 
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Sir,

We first reported the effectiveness of Azathioprine in

the management of chronic actinic dermatitis induced

by parthenium[1] and hence found the article titled

parthenium dermatitis treated with azathioprine

weekly pulse doses[2] very stimulating. As discussed

in Wolverton’s, Comprehensive Dermatologic Drug

Therapy, [3] there are 3 pathways by which

azathioprine’s first metabolite (6MP) is metabolized.

1) It is anabolised to its active form, a purine analog,

by the enzyme hypoxanthine-guanine

phosphorvibosyl transferase (HGPRT), (2) Catabolised

by thiopurine methyl transferase (TMPT) and by

xanthium oxidase (XO) to inactive metabolites. The

purine analog following anabolic pathway interferes

with DNA & RNA synthesis. Both catabolic pathways

lead to inactive metabolites. Reduced activity of either

catabolic pathway have potentially dramatic effects

clinically.[4] A large majority of patients (89%) show

high levels of TPMT, intermediate levels of TPMT

activity is seen in 11% and 1 in 300 patient have very

low levels.[5] Patients with low TPMT have markedly

increased levels of 6-thioguanine metabolites which

increases the risk of pancytopenia.[3]On the other hand

those with high levels of TPMT may catabolically

inactivate more drug and low dose may not be

effective.[5,6]

The recommendation of the authors[2] of using 300

mg weekly pulse needs to interpreted based on the

of above facts. Although it is known that aggressive

dosing with azathioprine may lead to more rapid

clinical effect and this fact has been convincingly

proved by the authors[2] what if a patient has low or

very low TPMT. The authors recommend a test dose

with 50 mg for 48 hours and then administering 300

mg of the drug. Since 11% of patients have only partial

deficiency the tolerance of 50 mg does not mean that

the patient can tolerate 300 mg. The story could have

been different if the authors had studied at least 300

patients since very low levels are seen in 1 in 300

patients.[3] However the study can still be of practical

use and I humbly suggest the following approach.

The dose of azathioprine can be gradually built up to

150 mg or 200 mg daily over a period of 1 to 2 months

and once the patient is able to tolerate this dose 300

mg may be safely administered at weekly intervals.

Once TMPT assessment becomes routine, we can

follow the authors’ recommendation.
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